Abstract Among African-Americans, the faith community has a long history of providing support to its members. Because African-American men tend to delay and decline traditional depression treatment, the faith community may be an effective source of support. The aim of this study was to determine how a rural African-American faith community describes and perceives experiences of depression among African-American males. A convenience sample of 24 men and women participated in focus groups and interview. Four themes were identified: defining depression, etiology of depression, denial of depression, and effect of masculine roles on depression experience.
cultural values of African-Americans. Studies indicate that African-Americans are more likely to endorse alternative methods of treatment such as prayer alone, or the reliance on self-management of depressive symptoms rather than treatment that emphasizes the need for external help such as pharmacotherapy, cognitive behavioral therapy, or talk therapy (Cooper et al. 2001; Holt and McClure 2006; Jang and Johnson 2004; Bryant-Bedell and Waite 2010) . Additionally, the importance of self-reliance, the stigma of depression, and limited mental health resources in rural communities may influence the behaviors and actions of African-American males (Campbell et al. 2002) .
Some researchers have theorized that adapting standard interventions to reflect these personal and spiritual coping values of African-American men may be helpful in creating interventions that are more culturally acceptable and thus more effective (Ward and Collins 2010) . For example, faith-based depression interventions may be warranted for AfricanAmerican men who seek help from informal networks such as churches (Broman 1996) . It has been suggested that evidenced-based community outreach programs that address the specific needs of African-American men and the faith community are needed (Brown and Gary 1994; Ward and Collins 2010) . But prior to developing such an intervention, it is vital to know and understand the African-American faith communities' views of depression among African-American males. The purpose of this qualitative study is to better understand attitudes and perspectives about men and depression among a rural faith community with the ultimate goal of developing an evidence-based intervention that is optimally effective in this population.
Methodology

Setting and Participants
The study followed the principles of community-based participatory research (CBPR) (Minkler and Wallerstein 2008) . Participants were recruited from a rural community located in Northeast Arkansas, near the borders of Missouri and Tennessee, in the Mississippi River Delta region. The target community has a larger population of AfricanAmericans than other Arkansas counties (U.S. Census 2010). Participants were recruited by a university community partner who was introduced to the lead researcher by a university liaison. The community partner is the director of a local non-profit organization affiliated with a local church. After completing Protection of Human Subjects training, the partner recruited potential participants for the study through personal contacts in the community. Participants comprised three cohorts: a group of pastors, a group of African-American men who have a self-reported history of stress and/or depressive symptoms, and a group of parishioners interested in health (both men and women). To be included in the study's first cohort of pastors had to be the primary pastor of a predominately African-American Christian church within the geographic recruitment area for a minimum of 1 year. The second cohort's inclusion criteria were as follows: African-American, male, 18 years or older, and self-reported experience of either high stress or depression symptoms sometime in their life. The final cohort consisted of men and women, 18 years and older, who attended a predominantly African-American Christian church in the recruitment area, and who were self-identified as interested in improving the health of their community. To participate in the study, all individuals had to speak English.
Data Collection
In order to identify key issues and experiences important to the participants, focus groups were used as the primary source of data. The focus groups were conducted at various convenient locations in the community including a private room at a restaurant, church, and a business conference room. The first three focus groups (one with each cohort) were designed to collect initial data about the community and the beliefs of its residents. The initial focus groups followed a semi-structured format, and the questions varied slightly based on the cohort. At the beginning of each session, participants were provided dinner, informed of their rights, and asked to complete the consent form and a demographic questionnaire. To maintain consistency, all focus groups and interviews were led by the lead researcher and digitally audio-recorded. After the completion of the initial focus group with each cohort, the succeeding focus groups and two interviews included preliminary results and the participants were asked to remark on them. Participants were thanked for their time and given a $25 gift card as a token of gratitude at the conclusion of each session. Immediately following a focus group or interview, the lead researcher summarized in written field notes what was discussed during the session, including interpersonal interaction. The digital recordings were transcribed excluding any identifying information and reviewed by the lead author for accuracy prior to analyses.
Data Analysis
This study was designed to meet standards of rigorous qualitative research. Morse et al. (2002) proposed that rigor in qualitative research includes investigator responsiveness, methodological coherence, sampling adequacy, an active analytic stance, and saturation. Investigator responsiveness was ensured in this study by having analysis conducted concurrently with data collection, driving increasing refinement of interviewing foci as data were crosschecked with the appearance of developing patterns. Methodological coherence in interviewing style and technique was supplied by having all of the focus groups and interviews being conducted by the lead author, an experienced qualitative researcher. Transcripts were reviewed by three additional experienced researchers, which provided verification of concepts and categories. Qualitative data collection, coding, analysis, and interpretation were integrated to ensure that interpretations of findings were grounded in the data. The verbatim transcripts of focus groups, interviews, and field notes were entered into a qualitative data analysis and management software package (Ethnograph 6.0). This process enabled the researchers to mark blocks of text with codes, explore relationships among and between codes, and compare participants and groups. The lead investigator and an experienced qualitative researcher reviewed the transcripts and field notes and then developed an initial set of inductively derived codes with definitions. The study's leader and co-leader and a third researcher verified code words and definitions. The transcripts of the subsequent focus groups were jointly coded (leader, co-leader, and third researcher) to ensure that the definitions captured the meanings of the text and were mutually exclusive. This process also enhanced consistency in coding. Definitions were revised, as necessary. This process improves coding reliability and consistency. After completing the initial coding, codes were collapsed into more general and related constructs and were aggregated into four broad themes.
Results
A convenience sample of 24 African-American faith community members participated in the study, including 16 men and 8 women. There are three cohorts: first cohort: 9 AfricanAmerican male pastors; second cohort: 4 African-American men with a history of selfreported stress or depressive symptoms; and third cohort: 11 African-American parishioners, 3 of whom were males (see Table 1 ). The age range of the participants was 24-70 years old (average 42.6 years). Most (62.5 %) of the participants were married; a minority of the participants (8.3 %) did not have college education. A majority of participants (60.9 %) had household incomes below $50,000/year. The Christian denominations represented were Baptist, Pentecostal, and Church of God in Christ (COGIC), while some participants were from non-denominational Christian churches. The average number of years at their current church for all participants ranged from 1 to 40 years (10.7 years average).
There were four explicit themes that were identified from the data in relation to the faith community's perceptions of depression among African-American men. They included (1) Pentecostal 5 Church of God in Christ (COGIC) 3
Non-denominational 6
Other/Did not answer 2 defining depression, (2) the etiology of depression, (3) denial of depression, and (4) effects of masculine roles on depressive experience. Though the first three themes could be applicable to either sex, each participant had a unique take on the African-American male experience. And the final theme, masculine roles, explicitly revealed the role gender plays in depression.
Theme #1: Defining Depression
The participants described how they defined depression. Being ''stuck,'' ''down,'' or ''unable to move'' were the most often used terms. Descriptions of depression also included references to emotions, feelings, and moods.
Depression is basically a withdrawal process that happens slowly, but eventually it becomes where you get stuck and you need help coming out. (Pastor, Cohort 1) I see depression as being, when you're in the state of loneliness, where you feel like there's no way out, and you be coming into another world. You feel like there's nothing anybody can do for you. It's always like you want to stay in a dark room all the time. You don't want a way out just because you feel like it's all over. (AfricanAmerican male, Cohort 2)
Participants described depression as a loss of hope that then impinges on one's drive and initiative. Some stated that when a person gets to such a point, they naturally develop defenses against the depression, while others may not know how to cope or manage the experience of hopelessness.
I don't relate to clinical terms either, but I view it as a person that's kinda lost hope, kinda lost their initiative, hadn't really been able to know how they're gonna get from point A to point B, then the natural reflexes kick in. (African-American male, Cohort 2) The person got to the point where they ain't got a lotta hope, really don't know how to make things better. Just ain't no hope, and that affects their initiative. (AfricanAmerican male, Cohort 2) Theme #2: The Etiology of Depression Not only were definitions of depression discussed but also perceived etiologies of depression. Participants identified a variety of stressors that they believed could lead to depression. These stressors included a lack of finances, illness, life failures, family and life changes, and the environment. Financial problems and economic difficulties (e.g., loss of jobs, high costs of staples) were identified as key stressors that may lead to depression.
Let me tell you what make folk depressed. You ain't got no money. We ain't got any money. (Pastor, Cohort 1)
Although some participants described depression as being caused by sickness, the causation was always expressed in relation to other illnesses, such as cancer or diabetes. Participants did not describe biological causes of depression, such as chemical imbalances.
Sickness will cause depression; not only finance but not even having somebody to talk to aside from church. You've got a lot of different aspects of depression that could show up. (Pastor, Cohort 1) Past failures and disappointments in life were acknowledged as causes of depression as well. This factor was thought to impact men in a variety of ways including those who had left the rural community to join the armed forces, but then returned to their communities upon discharge with the expectation of having accomplished more than what they had. This etiology was also described as applicable in cases of elderly men who looked back on their lives and did not feel as if their lives had been successful.
Some are stressed or depressed by the past and failures of their past and things they did not feel like they accomplished, should have accomplished in the past. Now they're older they're looking back over it. (Parishioner, Cohort 3)
Family life issues including struggles with death, marriage, parenting, and single parent households were mentioned as stressors leading to depression as well.
My daddy was never around. I've been depressed about it for 15 years. (Pastor, Cohort 1) A death in the family, at that moment it 'causes you to be depressed. (Pastor, Cohort 1) Problems at home or could be just family problems or it could be problems at work. (African-American male, Cohort 2) Divorces and separations depress families just about more than anything else. (Pastor, Cohort 1) A person's environment was also identified as a potential cause for depression. This category included the physical environment and a lack of resources. Some participants stated that their environment could make them depressed because there was ''nothing to do,'' no activities, and minimal job opportunities, which impacted quality of life. Additionally, the influences of society in general were thought to have an impact on mental wellness in African-American males. This included stereotypes, negative images of African-American men, and social structures.
The community sometime creates some of that depression….the community has to change. It has to make that switch. You know? People want a quality of life, things like that. If the quality of life changes, then they feel like the mentality will change. (Pastor, Cohort 1)
The societal environment was also described and perceived as being a particular challenge for African-American men because of how society views them. A large number of male participants stated that African-American men experience stressful lives, even more stressful than African-American women or men in other ethnic and racial groups.
Many participants believed that depression is a problem in society in general that needs to be addressed. Denial defined as the lack of acceptance of MDD and depressive symptoms by AfricanAmerican males was the third theme identified by the participants. The major reasons mentioned by participants for African-American males to deny they are depressed were social stigma and a lack of understanding about depression. The stigma of depression based on the belief that depression is a sign of weakness makes it difficult for men in general to admit to feeling depressed, according to several participants. Participants noted that many men believe that to be masculine is to not show signs of weakness. Some expressed that within the African-American culture, a Black man is expected to not show signs of weakness, vulnerability, or failure.
Yeah, I know how it is for them [depressed Black male] to admit depression; it's to them in their mindset that they're weak. (Pastor, Cohort 1) We can't take the load of the world, and there are times that we fault weakness to many things, but the stigma has to be put off, that if you're a Black man and you're depressed, it don't mean that you're weak. (Pastor, Cohort 1) Admitting depression for a man, especially a Black man, is admitting weakness. (Pastor, Cohort 1) Participants also mentioned a sense of loss of pride if a Black man admitted to being depressed and that until the stigma of depression is removed, men will continue to deny, suppress, or cope with depression independently.
Until we get the stigma off, if you depressed, there got to be something wrong with you. If you can pull that off, people will start to talk, especially Black men, cuz we got pride boy, we got pride. One pastor also identified a stigma of depression among clergy. There is a belief that if you are a man of God and living a righteous life, then you should not have problems, and therefore you should not have depression. Several pastors stated that they often hear the problems and tribulations of their parishioners, but they in turn do not have anyone with whom to talk about their problems. Some of the pastors felt that they needed someone to talk to at times, but were apprehensive because they are in the leadership role and everyone expects them to ''have it all together'' and to not experience depression or depressive symptoms.
But it's taboo for us to be depressed, 'cuz we men of God and we preachers, and we don't have problems. We sit on the left hand of God and Jesus on the right hand, and we just…it don't happen. As previously stated under theme three, the participants felt that societal pressures impacted the etiology of depression. It was explicitly expressed that societal pressures lead to denial, but participants believed that the strain of societal pressures leads to increased depressive symptoms among African-American men. Because some men do not possess the coping mechanisms or do not have support to manage these stressors, they do not deal with their emotions properly.
With depression, as well as anything else, what's not said is acted out…That's why a lot of men, when you look in prison, and they go through these things, if you ever got down to the root problem, they was depressed and they acted, just like children. The idea that depression can lead to criminal and abusive behavior was endorsed by numerous participants. Depression as causative of criminal behavior was largely attributed by participants to the belief that African-American men experience more stressors than men from other ethnic backgrounds, and the lack of management of reactions to these stressors leads to ''acting out.''
Theme #4: Masculine Roles
The final theme was masculine roles. Many of the men participating stated that showing or expressing feelings is not part of the expectations of men. They are raised to believe that a ''real'' man does not show his emotions, and depression falls into that realm.
I'm guilty, I told my son, 'Don't you cry,' told him, 'Stand up there like a young man,' and stuff like that. I wouldn't let him cry. (Pastor, Cohort 1) One female participant felt that a lack of a father or father figure could have negative effects on males as they get older.
They can't express their self this is what's wrong with a lot of black men because some of them have fathers to tell them, to teach them, we as women can do so much and tell our sons so much. Multiple participants believed that men need to be able to openly discuss their problems, which would aid them in seeking help in coping with their stressors and depression.
I'm talking about the Black male community. We don't do a lot of discussing. We'll cover it up and sweep it under the rug, stuff like that, and we just really don't do a lot of discussing. (Pastor, Cohort 1) Because most men want to make sure that they don't lose their masculinity. (Pastor, Cohort 1) Even with men, we have issues, and we have to be able to deal with them and be able to deal with them openly. (Pastor, Cohort 1) But some participants believed that the comfort level of men in discussing depression is impacted by the setting in which the discussion occurs (or by whom they are talking to). In this study, the gender of other participants in the focus groups and/or the presence of church leaders may have affected what men divulged. The participants suggested that some men may feel more comfortable talking to their pastor, but others (likely dependent on the subject manner) may prefer talking with their friends.
They'll sit in a group with their buddies with beers and smoke, and they'll talk about their problems while they're there, and feel like it's okay there. But, they're scared to talk about it with us [clergy] as if we're going to dishonor their trust, and then their buddy turns around and will carry it out. (Pastor, Cohort 1)
Discussion
Specific themes about depression among African-American males were identified by both men and women participants within a rural African-American faith community. From the data extracted from focus groups and one-on-one interviews, four themes were identified: defining depression, the etiology of depression, denial, and masculine roles. Overall, the participants defined and described depression in terms of emotions, feelings, and behaviors, but the participants did not describe depression in terms of physical symptoms or according to the medical model. The responses did not support previous findings among African-American pastors and older African-Americans who defined depression in spiritual terms such as ''hopelessness resulting from a lack of trust in God,'' ''loss of touch with God or spiritual core,'' or ''loss of faith'' (Wittink et al. 2009; Payne 2009 ).
Most of the causes of depression identified by the participants were based on social and environmental factors. These included financial problems, past failures, and family life challenges such as divorce and death. These findings strongly mirrored depression etiologies identified by Kramer et al. (2007) among a sample of primarily African-American clergy. However, Kramer's results also included lack of self-care, high professional and personal expectations, and societal emphasis on material wealth as potential causes of depression. Although sickness and poor health were identified as stressors in our study, those participants who mentioned these connections did not directly relate depression to known biological causes of depression such as thyroid hormone or serotonin levels. Because the participants were more likely to attribute depression etiology to social causes, this could potentially impact their help-seeking behaviors. This may explain why AfricanAmerican males are more likely to seek help from informal sources (Broman 1996) . It may also lend some credence to why intervening in churches may be more effective for AfricanAmerican men, because churches have a long-standing history of helping with social and economic issues.
There was a perception among a portion of the study respondents that African-American males experience more stress in general than African-American women and men from other racial backgrounds. This perception has been studied previously and supports the correlation between increased stressors such as racism and the impact of psychological well-being among African-American men (Weaver and Gary 1993; Utsey 1997) . Also, a previous study showed that African-American men experience markedly elevated rates of morbidity, disability, and mortality from depression in comparison with their Caucasian counterparts (Rich and Ro 2002) . This is of particular importance because despite the reported low prevalence rates of depression in African-American men, the participants in our study believed that African-American men have stressful lives that could lead to more depression. If this is so, that would lend support to devising interventions for depression in this population despite the relatively low prevalence rates.
Several participants suggested that some men naturally develop defenses against depression. Some participants identified the defense as denial or lack of effective coping, thus implying that some African-American men recognize depression, but they expect to be able to cope independently or by other means. The identification of this belief supports the need for treatments that help individuals develop positive coping behavior, such as selfmanagement strategies. It also suggests that traditional methods of intervention (i.e., drugs or behavioral therapy) may not be effective within the African-American male population because (1) they are less likely to recognize depression as a medical disorder but more likely to view depression as a consequence of societal pressures, and (2) they expect that ''real men'' should be able to deal with it on their own.
Masculine roles have been explored by other researchers. The phenomenon of shielding depression has been defined in the past as some have hypothesized that men engage in such shielding when facing depression (Bryant-Bedell and Waite 2010; Hart 2001; Lynch and Kilmartin 1999) . Some have noted that men hide their emotional pain through juvenile, aloof, selfish, or cruel behaviors (Hart 2001; Lynch and Kilmartin 1999) . Alcoholism or other substance abuse, frequent job changes, or family abuses are other means through which men often hide emotional pain. Some experts have noted that because it is so difficult to see the pain behind the mask, people tend to deal solely with the outward appearance of the problem behavior and fail to address its underlying causes (Lynch and Kilmartin 1999) . This observation directly links to the participants' beliefs in this study regarding MDD as related to ''acting out'' and criminal behavior. The connection of mental illness and African-American males was also identified in a previous study (Ward and Besson 2012 ). Yet, in another study, African-American men were described as wearing a mask, pretending that everything is fine, and actively shielding their depression (BryantBedell and Waite 2010) . This discrepancy in how African-American males manifest and perceive depression needs to be examined in future studies. It is important to consider the effects of male gender roles when developing intervention programs for African-American men with depression, particularly within faith organizations where the majority of institutions are led by males.
Study Limitations
Though many of the concerns shared by the participants of this study mirror those in other studies, participants were all derived from a few churches in one rural community recruited by one community partner.
Implications for Future Research
The conduct of a study that specifically addresses the concerns and barriers described by the rural African-American faith community regarding the recognition of depression and how to seek care for depression is important in the development of an effective intervention. In addition, the role mental health literacy plays needs to be explored within this population.
This study indicates that the rural African-American faith community identifies depression among Black men as a major health issue and is open to intervention. However, community members' perceptions of the causes of depression and the stigma of depressive symptoms among men may negatively impact their decisions to seek help when facing depression. Findings suggest that faith community outreach programs to address and alleviate the problems experienced by African-American men with depression should include efforts to reduce the stigma of depression as well as education regarding the illness, including recognizing the symptoms. In addition, skillful training in self-management techniques may promote effective, positive coping strategies. While this study and others have identified existing community and gender-specific issues with depression, additional information is needed to determine the most effective and culturally acceptable ways to deliver these interventions in the community. Further research with urban as well as rural populations is needed to explicate the social stressors of being an African-American male. In particular, the relationship of race-specific social stressors to depression needs to be studied, as well as the short-and long-term sequelae of depression among AfricanAmerican men.
